When I took a hard look at what I had to say to you this evening I found myself in a dilemma.For, clearly I am expected to speak of single-handed practice as being in some way different; as having some feature which sets it apart from the more common form of practice in groups. But try as I may, I can find no necessary differences. That is to say there is no one feature of single-handed practice which may not be carried over into group practice.
There are however, features of single-handed practice which practitioners in groups may discard, but which single-handed practitioners cannot. One of these is the continuity of care which comes about when one general practitioner looks after a defined group of people at all times unless prevented by his necessary absence for rest and relaxation. This paper is entirely concerned with an examination of the nature of continuing care and of some of the perhaps unexpected effects of providing it.
Shortly after I moved to North Yorkshire I was speaking one day with an old gentleman and asked him how long he had lived in his cottage. He replied: 'Tha noas doctor, when I fost cum doon yon staircase I ed nea shot on; but by God a's gitten yin noo'. Now for those of you to whom the North Riding dialect is a foreign language let me explain that what this old gentleman said was: 'You know doctor, when I first came down that staircase I had no shirt on but by God I have got one on now'. In this picturesque way did the old gentleman tell me, not only had he lived in his house all his life, but he also made me under-'Requests for reprints may be sent to: Lavericks, Egton, Whitby, Y021 ITT stand the warm domesticity of that relationship and that, rooted immovably in his home though he was, things had nevertheless changed. He had after all grown old.
Perhaps we should view the continuity of care we provide for our patients in a similar light: as a secure foundation on which they may base the adaptation of their lives to the changes wrought by disease and misfortune, and the simple erosion of time. Perhaps it also illustrates why I asked to talk to you about single-handed practice. A large proportion of my patients are like that old man; they live and die in the houses they are born in. If I can only profit by it I have had a unique opportunity to study the effects of providing continuing care.
My thesis is that the need to provide continuing care can be inferred from a proper understanding of what takes place during the course of a consultation. Much has already been written and said about the social and psychological aspects of this transaction. But primarily I wish to draw your attention to some of the philosophical aspects.
When a patient addresses a doctor, he is most conscious of the need to express his problem in words. What he is much less concerned with, and indeed may be quite unconscious of, is the fact that his attitudes and feelings about what he is saying are being simultaneously conveyed by his facial expression, his gestures, his posture, by the way he dresses, even by the way he uses words; to put it briefly: by the use of nonverbal signals. By the same token, when it is the doctor's turn to address the patient, he too will make use of nonverbal signals.
The significance of nonverbal communication in our everyday lives is by now well established and around it has grown a considerable and fascinating literature. But what of its significance in our professional lives? The importance we perhaps all unconsciously assign to it is readily illustrated by our attitude to advice given over the telephone, when nonverbal signals are of course almost completely absent. We are most of us by now happy to give advice over the telephone about minor physical ailments; a time when, paradoxically, a physical examination of the patient would be most appropriate. But I do not think many of us would be happy to discuss an emotional problem entirely over the telephone; a time when, and again paradoxically, a physical examination is not usually appropriate. Thus do we betray our need of nonverbal signals and at the same time illustrate the fact that we rely less on nonverbal signals in some consultations than we do in others.
Next, I should like to introduce you to a philosophical connotation of the word 'tacit'. In everday usage the word means 'unspoken understanding'. The formal philosophical usage I have in mind is that proposed by Michael Polanyi in his book 'The Tacit Dimension' (1967, Routledge & Kegan Paul, London) . Here the word is used to mean knowledge we have but cannot tell. It thus goes further than everyday usage by saying: not only do we not speak this kind of knowledge; we could not even if we would. To make clear what I have in mind I shall give two illustrations. The first is the knowledge that enables us to recognize one particular face out of thousands. Recognition is usually instantaneous and made with a great deal of confidence. But if someone asks us how we know we shall usually be at a loss. If the face possesses some very pronounced feature we may think we are not at a loss. But if we were to infer from this that we can always tell how we recognize a face we shall be deceived because even the most undistinguished face is also capable of being instantly recognized. The second kind of tacit knowledge is represented by the technique we use in certain occupations; for instance, the technique of piano playing. Many hard years are spent acquiring the technique but when it has been mastered the pianist is able not only to reproduce mechanically the musical score on the keyboard but also to interpret the music according to his appreciation of it. While playing and interpreting the music the musician is quite unconscious of his technique. Moreover if he should be made conscious of his technique, as he would if he were to make a mistake, his capacity to interpret the music would for the moment be lost.
We'may therefore make two further statements about tacit knowledge: first, that some of it may be consciously learned while some is not; secondly, that by dint of close investigation it is possible to realize and make explicit what was once only tacit. Clearly this latter is more easily done with knowledge consciously acquired than with knowledge we cannot recollect having acquired.
I now want to suggest to you that nonverbal communication is a skill which we have no conscious recollection of having acquired, and that most ot it is impossible to tell. For all practical purposes at this time it can be properly regarded as tacit knowledge.
From this it is tempting to make a bald and simple deduction. Because much of our consulting is carried on through the medium of nonverbal signals, which are only tacitly understood and therefore cannot be told to others, and cannot be written down, it is fruitless for two doctors to attempt to share the care of any one patient. From this one can further deduce that once a doctor has consulted with a patient about a particular illness it is absolutely necessary that he should continue the care of that patient until that episode of illness is over. One can go further still and say, that if that patient should become ill again it is absolutely necessary that he should see the same doctor again. But this is absurd. If this were true, not only would all kinds of medical care come to a halt, but all kinds of social life also. The real position is that while it is true that nonverbal communication is not transferrable, it is also true that it is reproducible. Thus when an exceedingly shy girl goes to see Dr A with a vaginal discharge there will be no need for him to note down the fact that she is shy. For if she should subsequently see a Dr B about the same condition the nonverbal communication of shyness is so efficient it can be relied upon to have the same effect upon Dr B as it had on Dr A.
If however, the nonverbal communication is not so commonplace as to have acquired a word for it, a different situation arises. Dr B can no longer be relied upon to respond in the same way as Dr A. His behaviour may well be perfectly adequate, especially if the consultation deals primarily with a physical illness, but if it deals with an emotional problem, the patient may behave so differently to each doctor that neither is able to recognize the patient as the same one. With emotional problems, then, it does become highly desirable that one doctor should always look after the same patient. When this is not possible we must accept that there will be as many diagnoses as doctors in the case, a prediction which I am sure all of you can verify from your experience, I have tried to show how the tacit understanding of nonverbal behaviour plays a large part in the development of doctor/patient relationships. I have also tried to suggest how this implies that we should provide continuing care for our patients. When we assert the need to provide continuing care we are not merely speaking comfortable words to patients who like to see a familiar face, and who despair when they see a strange one. We are speaking of concrete advantages that result from the pursuit of continuity and concrete disadvantages that result from its neglect.
Having been at some pains to argue the case for providing continuing care, I now wish to sound a note of caution. Not that I wish to diminish the case for continuing care; far from it. But I believe that there is an extension of the doctor/patient relationship which follows more easily in circumstances of continuing care and which I believe we should not pursue. It arises because the geographical circumstances in which continuing care are most easily provided happen also to be those in which one most often finds an integrated community such as a village, a small town, or part of a large town which functions socially like a village. When a doctor practises in such a community he will inevitably and naturally become a part of it. From time to time this will receive formal recognition; for instance, if he should become a parish councillor. So far so good. But in the process of all this he may find himself identifying with his community to a degree which allows him to regard himself not only as physician to a number of separate individuals and families but also to the community at large. This thought may allow him to intervene, not only with individuals in their relationships with others, where these give rise to symptoms, but also between individuals in their relationships with each other as members of the community. If he does this he accords himself the privilege not only of being a medical physician but of being a social physician also. These are in fact two very different roles, although in practice the distinction is often blurred. The role of social physician is the larger role and is undoubtedly the more powerful role; for these reasons the temptation to stray into it may be great. But we must resist it because the more we indentify with our community the less are we able to identify with the individuals and families who are members of it.
What I have just said can be regarded as setting a limit to continuity; a limit beyond which it should not be developed. But what are the other limits? No one today would ask a doctor to work without adequate rest and relaxation; this must provide one other limit. And I hope I have made clear how, in my view, the sharing of care between doctors inhibits continuity; here we have another limit. We should not share the care of our patients unless we are off duty or ill. I hope, too, that you can understand how this idea of continuity should be applied not only to doctors, but in varying measure to other persons who must necessarily share the care of patients with doctors. It must certainly apply to social case-workers. In progressively lessening degree it will also apply to health visitors, nurses, receptionists, and even secretaries. Each act of sharing with one of these is accompanied by an inevitable break in continuity. And we must therefore set limits to such sharing. I think this limit is reached at the point where adequate cooperation is established. It seems to me that the concept of doctors, nurses and the rest functioning as a team exceeds both the possible and the acceptable limits of shared care. For implicit in the idea of a team is the notion that its members should act as one. This implies the most complete communication. But, as we have seen, where patients with emotional problems are concerned this is not possible. By the same token it is not possible in the case of patients with social problems. In fact it is not possible in just those very cases where it is thought the team approach might be most profitable. A member of a team has every right to the fullest information about a patient and the right to use it as he or she sees fit in the light of a policy decided by the team in respect of that patient. But no two members of a team can ever be relied upon to approach a patient with identical aims, nor are they likely to accord equal respect to the high levels of information at their disposal. At best the patient will be confused by the team approach. At worst there will be lapses of tact and confidentiality that may be very damaging. Simple cooperation does not entail all this. The idea of a practice team, in my view, is a misconception. The continuity provided by group practices and health centres is also questionable. The main motivation behind the arrival of these came from promises of economy in the provision of buildings and staff, greater ease of cooperation and greater efficiency. From all the available evidence it would seem that the economies in building and staff have proved mythical. What of their greater efficiency? This seems to rest on two sometime fashionable ideas of what constitutes good management. The first is the idea that a specialist necessarily does his job better than a generalist.
The second is that no one should be asked to perform a task requiring less skill than the one he was trained for. I would point out that both these ideas are increasingly called in question. For some time now Polaroid cameras have been built from start to finish by one man, and even less convinced industrialists allow the man who machines the cylinder head to tighten down the nuts on it. This addition of simpler tasks to more complex ones is ironically called 'job enrichment' I believe. I wonder when syringing the ears of a patient will become 'job enrichment' for GPs or giving a bed bath 'job enrichment' for nurses?
To deploy staff in accordance with these principles must result in more frequent breaks in continuity. Not only is the efficiency so gained a doubtful quantity, but what gains there are must be neutralized by losses in continuity. These will have a far greater effect in reducing the quality of care than any gains in material efficiency can have in raising it. The closer cooperation that can be achieved in groups is undoubted, and this must be the main justification for their existence. But I would plead that the organization of group practice should be such as to avoid the development of teams and specialists while promoting the development of continuity and cooperation. I would propose the idea of a general practice unit; a basic brick, out of which, in this country, primary care could be fashioned. This unit should comprise one doctor, one nurse and one receptionist. They should have a suite of rooms and a telephone for their exclusive use. They should cooperate closely in providing care for a defined group of patients. When I say doctor, I mean a GP with no pretensions to being a specialist. When I say nurse I mean a nurse who is a midwife and a health visitor too. When I say a receptionist I expect her to be able to type a letter and keep the practice accounts. This I believe is a practical and logical expression of primary medical care based on an understanding of the philosophy and psychology of the act of consulting.
In conclusion I should simply like to restate my theme, perhaps more courageously now that you have heard all the arguments that support it. The idea of continuing care is not merely tc create a cosy milieu in which patients may receive our attention. It is to create a situation which promises many real gains for both ourselves and our patients. The doctor can look forward to lower workloads, easier relationships with his patients and greater satisfaction in his work. The patients can anticipate an easier relationship with their doctor, a high quality of care and the safety of their confidences.
Anything which threatens continuity, in however small measure, should be questioned very closely. It seems to me that in the past we have not done this often enough. This has most often happened because we have been seduced by exciting new ideas from the field of industrial management. The management of industry has been a remarkable success story. But that is not to say that every idea relevant to industry will be relevant in all fields of human activity including general practice. Indeed, some of the ideas we have used are not only unsuited to the management of primary medical care but are losing ground in the very industries that initiated them. It is time we looked again at our traditional ways of providing primary care before it is too late to identify the essential features of their success and relevance. There is sometimes, I believe, a tendency to accept too unquestioningly the fashions of contemporary thought, and I think it is useful to try to put these in perspective by considering the forces which have in fact moulded our present institutions. Let us try to recall the great national debate which followed the publication of the Beveridge report in 1942, and preceded the passing of the National Health Service Act in 1946. As far as general practice was concerned it was abundantly clear that the people of this country wanted two things: Firstly, they wished themselves to be able to choose their own general practitioner; there was no question of them being willing to accept a practitioner chosen for them by some authority. Secondly, they were absolutely determined that their general practitioner, once chosen, should be accountable to no other higher authority for the advice he gave them, for what is the good of choosing a man if he has to do what he is told?
The general practitioner and the hospital consultant are, I believe, absolutely unique in a state-provided professional service in that they are accountable to no higher professional authority for the advice they give or for the work that they do, but it is important to remember that this enviable position is not something that doctors have achieved for themselves because it was what theythe doctorswanted: it is something the people of the country have demanded in their own interests, and it is derived from their absolute determination to have the doctor of their choice who is able to give them the advice which seems to him to be best without any other considerations.
